
Education Committee Update 

The Fall Meeting is behind us and was well received. The 
speakers spoke on a variety of relevant and current 

topics. Senator O’Brien, unfortunately, had to attend an 
emergency vote and could not be present. She extends her 
apologies. Hopefully, her vote will benefit the common good and 
make her absence worthwhile. Her Chief of Staff filled in admirably 
under the circumstances. We do apologize for any reduction in 
CEUs, however. Of course, your Education Committee is committed 
to putting on quality seminars. Look out for future email notices 
related to a Webinar on January 11th and our Spring Meeting on 
March 20th. As always, if you have any suggestions on topics or 
have heard a great speaker, please feel free to contact us.  Your 
assistance is greatly appreciated. 
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Communication  
Committee Update 

MSHRM is now on 

Instagram! Follow us 

@MI_SHRM. We will be 

uploading monthly, so make 

sure to follow us for fun, 

educational, informational 

content!  

We are also on Facebook, 

Twitter, and LinkedIn. “Like” 

us on Facebook at https://

www.facebook.com/

MichiganSHRM/. “Follow” us 

on Twitter at https://

twitter.com/MI_SHRM. 

“Connect” with us on 

LinkedIn at https://

www.linkedin.com/

groups/8199675.  

Bits ‘N Pieces 
Michigan Society of Healthcare Risk  

Management 
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Physician Fails to Pursue Abnormal Finding and to Diagnose Cancer 
By Theodore Passineau, JD, HRM, RPLU, CPHRM, FASHRM, MedPro Group 

Introduction 
When risk management professionals analyze cases 

that result in patient injury, the Swiss cheese model is 

often used. In this model, professionals identify how 

errors can line up like the holes in slices of Swiss 

cheese, thus allowing them to flow through to a 

suboptimal outcome. This case from the Southwest 

aptly illustrates this concept. 

 

Facts 
The patient was a 65-year-old female with a medical 

history that was unremarkable except for recent 

sciatica. She began to experience lower abdominal pain 

accompanied by a change in her bowel habits in 

February of Year 1. When she visited Dr. B, her primary 

care physician, she indicated that she had discontinued 

her celecoxib (prescribed for the sciatica) because it 

bothered her stomach. 

 

When the patient returned to Dr. B in March, she 

complained about a stomach issue consisting of slight 

nausea without vomiting. She said she had no diarrhea 

but had seen a slight blood tinge to her stools on a few 

occasions, which she attributed to an external 

hemorrhoid. Dr. B thought that the patient might have 

gastroenteritis or colitis resulting from recent 

antibiotics taken and suggested taking probiotics. 

 

When the patient saw Dr. B in April of Year 1, she 

complained about lower abdominal cramping and 

stools that appeared to be smaller and flatter than 

usual (but not loose). She had lost 4 pounds since her 

March visit. Dr. B also noted that she had never had a 

colonoscopy; he recommended it, but she resisted. She 

did promise Dr. B that she would see a 

gastroenterologist. 

 

In August, the patient saw Dr. N, a gastroenterologist. 

She reported that she had begun noticing bloody mucus 

in her stools. She also mentioned that she was having 

small stools multiple times per day, rather than her 

typical pattern of one larger stool daily.  

 

Dr. N noted that the patient had lost 10 pounds (total) 

since her March visit with her primary care physician. 

Dr. N also thought that the patient probably had 

antibiotic-associated colitis and recommended that she 

increase her fiber intake and schedule a screening 

colonoscopy when she was feeling better. 

 

The patient returned to see Dr. B in October of Year 1. 

She stated she was eating well but had not gained 

weight. Although she was feeling better, she still had 

occasional gas and cramps, but no loose or bloody 

stools. Dr. B again recommended a colonoscopy; 

however, the patient waited until March of Year 2 to 

see Dr. N. By this time, she had lost 20 pounds (almost 

15 percent of her total body weight) since the previous 

March. 

 

The patient had a colonoscopy in June of Year 2. When 

Dr. N attempted to advance the colonoscope during the 

procedure, he encountered a mass in the lumen of the 

colon that was sufficiently large to prevent the passage 

of even the smallest scope. Dr. N aborted the 

colonoscopy, but he did acquire a specimen of colon 

tissue adjacent to the mass and sent it to a lab for 

pathologic analysis.  

 

The pathology report stated that “the tissue may 

represent a hyperplastic polyp or hyperplastic reaction 

to some adjacent process not demonstrated in the 

tissue obtained. No malignancy is seen and the changes 

do not appear to be adenomatous.” 

 

Dr. N next attempted to schedule a barium enema 

study, but a national shortage of barium prevented it. 

However, the barium study was done the following 
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week at another hospital within the system, and a 

radiologist with whom Dr. N was not familiar read the 

results. Dr. W, the radiologist that read the study (who 

was also a defendant in this case), did not find any 

suspicious strictures or masses.  

 

Relying on the study’s results, Dr. N told the patient 

that her condition was most likely irritable bowel 

syndrome. At no time did either Dr. N or Dr. W contact 

each other to discuss the inconsistency between their 

respective findings. 

 

Following the barium enema study, the patient did not 

receive any further medical care until February of Year 

3, when she returned to Dr. B’s office complaining of 

severe constipation with no bowel movements for 5 

days. She was sent to the emergency department 

where she had an enema that led to several bowel 

movements. She also had an obstruction series that 

showed no evidence of intestinal obstruction or other 

acute abnormality in the abdomen. Following the 

series, she was sent home. 

 

The patient continued to not feel well and contacted 

Dr. N in March of Year 3 to schedule an appointment 

within a few days. However, Dr. N had to cancel that 

appointment because of his own illness. So the patient 

returned to the emergency department. On this 

occasion, an obstruction series and computerized 

tomography (CT) scan indicated a colonic obstruction 

and an annular mass at the  retrosigmoid junction. 

 

Shortly thereafter, the patient was diagnosed with 

Stage II colon cancer, and a resection and temporary 

colostomy was performed. At the time of that surgery, 

all lymph nodes tested negative. A medical oncologist 

also saw the patient. Even though chemotherapy is not 

normally used for this patient’s condition, the 

oncologist followed his instincts and ordered oncotype 

testing. The results of this testing indicated that the 

patient would benefit from chemotherapy.  

 

However, the patient was not counseled about it nor 

was chemotherapy instituted because of an apparent 

failure in communication between Dr. N and the 

medical oncologist. The error was not identified until 5 

months later, at which time it was too late for the 

patient to benefit from the chemotherapy. 

 

Dr. N performed a follow-up colonoscopy in December 

of Year 3 that yielded normal results, and the colostomy 

was reversed in January of Year 4.  

 

Unfortunately, in May of Year 4, the patient was 

diagnosed with metastatic disease in her liver, pelvis, 

and the site of the original anastomosis. She underwent 

palliative treatment in the fall of Year 4, but her 

prognosis was very grave. 

 

A medical malpractice lawsuit was initiated against Dr. 

N and Dr. W. With the doctor’s consent, the case 

against Dr. N was resolved before trial with a payment 

in the high range and defense costs in the midrange.  

Although Dr. W also resolved this case with a 

settlement, the amount of that payment is unknown. 

 

Discussion 
A careful reading of this case illustrates numerous 

opportunities to correctly diagnose the patient’s 

condition. A variety of defense experts reviewed this 

case and the greatest amount of criticism involved the 

gastroenterologist (Dr. N). It appears that he made 

several missteps throughout this case from the 

beginning to the end of his involvement. However, 

several other physicians also had the opportunity to 

recognize the inconsistent findings and lack of 

communication and take corrective action. 

 

The defense gastroenterology expert criticized Dr. N for 

allowing a 3-month delay between when he recognized 
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the need for a colonoscopy (including numerous 

gastrointestinal symptoms and a 15 percent weight loss) 

and when it was actually performed. No documentation 

in the health record indicates that the delay resulted 

from any patient action or inaction. Once the 

colonoscopy was performed, and Dr. N encountered the 

obstructing mass, several red flags emerged.  

 

First, the pathology report (which identified hyperplastic 

tissue) should have alerted Dr. N to an abnormal 

growth. Second, when the barium enema study 

indicated nothing abnormal, there was clear dissonance 

between it and what Dr. N had observed, combined with 

the pathology report. The defense gastroenterology 

expert felt that — at a minimum — Dr. N should have 

contacted Dr. W to attempt to reconcile this dissonance, 

especially because the barium enema study has a 10 

percent margin of error. 

 

Similarly, assuming that Dr. W had access to the clinical 

information including the operative report for the 

colonoscopy and the pathology findings, it would have 

been appropriate for him to initiate the conversation 

aimed at resolving this dissonance.  

 

Third, it is noteworthy that the patient’s earlier 

presentation to the emergency department included an 

obstruction series that indicated no obstruction. 

Assuming the emergency department physician had 

access to the patient’s earlier health records, another 

opportunity was missed to identify and attempt to 

reconcile inconsistent findings. No documentation 

indicates that Dr. N received or reviewed the results of 

this obstruction series, resulting in another missed 

opportunity. 

 

The patient was finally diagnosed when she presented 

to the emergency department the second time and 

another obstruction series, including a CT scan, was 

performed. The defense gastroenterology expert opined 

that it would have appropriate for Dr. N to order a CT 

after the barium enema, and, if Dr. N had done so, it is 

likely that it would have resulted in a correct diagnosis 

approximately 9 months earlier. 

 

In addition to the lack of communication between Dr. 

W, the first emergency physician, and Dr. N, 

communication was also a significant issue in other parts 

of this case. For example, the health record indicates 

that although the oncologist identified an opportunity 

for treatment that would have significantly diminished 

the risk of metastasis, no direct communication 

between the oncologist and Dr. N or anyone else 

occurred.  

 

Interestingly, although Dr. B saw the patient for more 

than a year, where she presented with continuing 

complaints of bowel irregularities and sustained a 15 

percent weight loss, Dr. B was not sued.  

 

The defense experts opined that a more aggressive 

investigation by Dr. B would have been appropriate, or 

— at a minimum — that she should have had one or 

more direct conversations (written or oral) with Dr. N 

about a potentially serious condition that was not 

resolving. 

 

Summary Suggestions 
The following suggestions may be helpful in avoiding 

patient injury resulting from errors in diagnosis or 

miscommunication: 

• Any pathology report that indicates the possibility of 

an ongoing disease process must be investigated to 

its conclusion. 

• Significant inconsistent findings must also be 

investigated to the point of explanation or 

resolution. 

• When testing or direct examination yields 

inconsistent results, if additional testing is likely to 

be beneficial, it should be considered sooner, rather 

than later. 

• It is critical that contemporaneously treating 
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physicians communicate well. This communication includes 

reviewing the patient’s health record to see what others have 

written as well as communicating directly with each other (oral or 

written) when any ambiguity, inconsistency, or questions remain. 

• Physicians must aggressively pursue textbook symptoms of a 

serious condition until a clear diagnosis is established. 

• Providers should assume that patients do not understand the 

seriousness of their symptoms. Lack of knowledge, denial, 

financial limitations, or weariness of the healthcare deliver system 

can cause patients to underappreciate potentially serious 

conditions. 

 

Conclusion 
Healthcare providers will make cognitive errors. Providers must 

always be vigilant to ensure that patients receive proper diagnoses 

and treatment, regardless of which provider directly gives that care.  

 

Systems must also continue to be developed to assist in the 

identification of errors before patients are injured. This identification 

is the essence of medical risk management, and when it is done well, 

injuries are avoided and lives are saved. 

The Membership Committee would like 

to welcome the following new 

members that joined and have received 

formal approval by the Board of 

Directors since the last issue of this 

newsletter: 

• Michelle Dew, Manager of Quality 

& Safety, Lakeland Healthcare 

• Rachel Eddy, Risk Management 

Consultant, Michigan Medicine 

• Susan Garver, Attorney, Hackney 

Grover 

• Daniel Gillett, Director of 

Compliance, McLaren Homecare 

Group 

• Abbey Keyes, Safety Advocate, 

Lakeland Health 

• Amy Maguire, Claims Specialist, 

Trinity Health 

• Megan Mulder, Attorney, Cline 

Cline & Griffin 

• Ashley Quackenbush, Attorney, 

Smith Haughey Rice & Roegge 

• Margaret Stewart, Risk 

Management Consultant, Michigan 

Medicine 

• Ryne Takacs, Attorney, Smith 

Haughey Rice & Roegge 

• Tracey Treece, Lead Compliance, 

Privacy & Risk Analyst, Spectrum  

Welcome New Members! 

Online CPHRM Prep Course  

for MSHRM Members 

MSHRM recognizes the value of the Certified Professional in Healthcare Risk Management (CPHRM) 

designation, the healthcare industry’s premier certification for the risk management profession.  In an effort 

to encourage members to pursue CPHRM certification, MSHRM will be purchasing access to ASHRM’s online 

CPHRM prep course for interested members ($300 value). Please click here to register for this online 

program by December 4th. Registrants will receive access instructions from ASHRM by the end of the year.   

ASHRM recommends purchasing the CPHRM Exam Preparation Guide as a supplement to the online 

course.  Click here for details.  

http://mshrm.org/survey.php?id=24
http://mshrm.org/survey.php?id=24
http://ams.aha.org/EWEB/DynamicPage.aspx?WebCode=ProdDetailAdd&ivd_prc_prd_key=9fc25848-c363-4d5f-aa8f-4d05df57e128&_ga=2.61677103.265468079.1511232875-387936853.1499542152


Thanks to our 
Sponsors! 
 

President’s Circle: 
• Coverys 
• Kitch Attorneys & 

Counselors 
• MPIE 
• Smith Haughey Rice & 

Roegge 
 
Sponsors: 
• Foley Baron Metzger & 

Juip 
• Holland Hospital 
• MHA Keystone Center 
• Otsego Memorial Hospital 
 
Contributors: 
• Grant Settlements 
• Robison Curphey & 

O’Connell 
 
Click here for details about 
becoming a sponsor. 

We’d like to recognize our MSHRM members who are also members of ASHRM! 

Christopher Allman * Susan Anderson * Laura Bailey * Kerry Barkel * Beth Bedra * Hallie Bradley * Elizabeth 

Buckley * Eleanor Candela * Carol Carlson * Kathleen Carter * Debra Caverley * Constance Chrisman * Phyllis 

Clark * Kelly Clement * Kevin Cole * Barbara Cote * Margaret Curtin * Sharon Daust * Lindsey Dempster * 

Phaedra DesJarden * Susan Dolby * William Duggan * Kathy Early * Kristine Ebbert * Lee Elston * Dean Etsios * 

Mary Ellen Filbey * Julianne Filippini * Kathryn Frei * Jennifer Fuhrman * Jill Gibson * Tamitha Gipson-Goodnough 

* Lydia Glusko * Bethany Gomez * Ruth Goodell * Laurie Graybiel * Sarah Hagen * Connie Hall-Burke * Aaron 

Hamming * Jackie Hansen * Amanda Haverdink * Beth Holtz * Michelle Hoppes * Jennifer Kelleher * Beth Kirby * 

Alisha Kittlaus * Christine Klenk * Tracey Kovatch * Kevin Krupp * Bruce Kumfer * Kathleen Lanava * Anne Lawter 

* Jennifer LeMaire * Edward Lynch * Van Maas * Amy Maguire * Kelly Martin * Amber Mayers * Kimberly McCoy 

* Stephanie Mentalewicz * Katie Moresi * Ellen Moyer * Vanessa Mulnix * Joyce Nichols * Molly Nolan * Laura 

Nordberg * Royal Norgan * John O’Loughlin * Lena Payne * Kristen Rifenbark * Beverly Robbins * Cindy 

Rollenhagen * Susan Rose * Annette Rowinski * Christine Sangalli * Kelly Saran * Joyce Schaefer * Kathryn 

Schaefer * Patricia Schankin * Kimberley Scholma * Elizabeth Seelhoff * Teri Simpson * Kevin Smart * Chi 

Smedley * Debbie Smith * Lorna Spiekerman * Karen Stein * Cheryl Sullivan * Teresa Todd * Bridget 

Vandenbussche * Joy Vanlier * Michelle Voss * Karol Wareck * Robin Wildman * Denise Winiarski * Jenna Wright 

Greenman * Vicki Young 

Upcoming Events 

ASHRM and MSHRM Members 

• Winter Webinar—Thursday, January 11, 2018—12-1 p.m. 

• Spring Meeting—Tuesday, March 20, 2018—9:00 am—Henry Center for 

Executive Development, Lansing, MI 

• Annual Meeting—Wednesday, May 23—Friday, May 25, 2018—Grand 

Traverse Resort and Spa, Acme, MI 

• 40th Anniversary—Annual Meeting,  Wednesday, May 22—Friday, May 

25, 2019—Grand Traverse Resort and Spa, Acme, MI 

MSHRM | P.O. Box 366 | Dimondale, MI| 48821-0366 |t: 616.755.8488 
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